Dr J Fry considers the role of medical care in a changing world in relation to social demands and the cost of providing a comprehensive service. A consideration of services in other countries, such as the USA, USSR, Europe and Australia, provides lessons towards improving the NHS and also warnings of the faults inherent in these differing systems of medical care.
The Place of the General Practitioner in Modern Medical Care -Some International Comparisons by John Fry MD FRCS (Beckenham, Kent) Dr Albert Wander, in whose memory this lecture was founded, was a true internationalist. He was born in Switzerland just over one hundred years ago; he travelled the world and established a pharmaceutical empire that covers the world. He was particularly interested in the ways in which medical care was provided to the peoples of the world and in the ways in which it might be improved.
Some Inescapable Hypotheses of Modern Society
Available and accessible medical care of reasonable quality is an inevitable feature of a modern developed society. It is becoming accepted as a human right and expectation. The form and nature of the system of provision must depend on local and national social, economic and political factors but its basic ingredients are the same.
Within all systems of medical care someone has to function as a 'doctor of first contact', a more accurate descriptive term than 'general prac-titioner'. Whatever his title this physician has certain common functions and roles to perform and certain basic features. Thus, he is the physician of first contact and often of continuing and last contact as well. His patients have direct access to him without any prior system of sorting or screening. He works in a relatively small and static community (of 2,000-3,000 persons) providing long-term and continuing care over many years, during which he comes to know his patients and their families well. He will deal mainly with the relatively undramatic and less serious common disorders of the community and less frequently with the rare and more dramatic diseases that are seen more frequently in hospital.
To his traditional roles of diagnostician and therapist will be added those of assessor of people and situations and of manager, manipulator and co-ordinator of available local services and facilities to meet the needs of the individual and of society.
If these are the common features of such a physician who exists in all systems of medical care, what type of practitioner is required today and what form of organization is best fitted to his present needs? Since all nations are facing similar problems what can we learn from one another in creating a system that makes the best use of our available resources?
The Medical Traveller My own travels have been wide and various including visits to the USA, USSR, Europe and the Commonwealth. An early lesson was the danger of placing too much reliance on national health statistics. Different interpretations are placed on many common terms of usage. This applies to death rates, to rates of morbidity, to available resources and to costs. However, I have found it relatively easy and rewarding to observe the flow of care in the various systems to meet common medical problems and the ways in which the systems of medical care were organized.
Medical Care in a Changing World Medical care has become a common international language of medicine. Through the World Health Organization, and its section of Organization of Medical Care, all nations have come together to try to resolve common problems in meeting human expectations. The provision of care must be seen in the context of a world that has changed dramatically both sociologically and medically.
Sociologically we now have a public that is more expectant and demanding of good medical care than ever before. It is a public that is also better educated, more informed and more discriminating. Medically, we have lived through an explosion of knowledge and therapeutic advances and opportunities. This has created the paradox of growth of medical specialties and super-specialties, and at the same time the need for generalists able to guide their patients safely through a medical jungle full of potential snags and hazards.
Dilemmas in Medical Care
Advances, expectations and demands have resulted in tremendous increases in costs and serious dilemmas have arisen. In all systems available resources must always lag behind professionally stated needs and strident public wants and demands. Rationing and some system of priorities become inevitable.
Modern medical care is still faced with a mass of common minor, chronic and incurable diseases. It is salutary to acknowledge and to accept that the majority of disease today is incurable in the strict sense. Modern care has been successful in prolonging life, thus increasing the proportion of crippled, handicapped and socially and mentally vulnerable individuals in our community. We are still faced with the challenge of 'curing few, relieving many and comforting all' who seek our help.
Lord Beveridge was quite unrealistic when he hoped that more resources and money would eventually lead to a state of satiation and equilibrium leading to better health and happiness with eventual fall in costs. This is an illusion. Medical care is a bottomless pit and it will swallow up all that is -put in, and more. In developed coutries the cost of medical care is rising at a rate of 1 % of Gross National Product every decade. Will it ever stop and who will stop it ? Levels ofCare and Administration It is necessary to consider levels of care and levels of administration before examining the place of the general practitioner.
Four levels of care may be recognized. The first level is that of first-contact care, the level of the neighbourhood or locality. It is the level of the general practitioner and his nursing and social worker colleagues. They work with small and static populations providing long-term and con.tinuing care.
The second level is that of the district, of some 100,000 to 300,000 persons. It is the level of the district hospital with its staff and facilities for dealing with more general types of disease requiring hospital care. It is also the level of the district public health service and its special interests in community care. The third regional level is concerned with super-specialist services, such as neurology and neurosurgery, cardiac and thoracic specialties, radiotherapy and others that are required for populations of one to five million.
The fourth national level involves the planning and administrative structure that is required for national policy decisions for over 50 million people.
Each level, including that of first-contact care, requires its own system of administration and organization to enable it to function efficiently and effectively and to co-operate with other levels.
Problems ofGeneralPractice Generalist or specialoid: There is as yet no clear answer as to what sort of physician we need at the first level. Should he be a generalist as in the UK caring for all members of a population, of all ages and for all their medical and allied problems, or should he act as a 'specialoid' and care for delineated population groups, such as the pzdiatrician for children, 'internist' or 'therapist' for the medical ills of adults, an obstetriciangynecologist for the common ailments of the female genital tract? The implications, however, must be clearly understood.
Each of these specialoids will care for a relatively small population of 1,000 children or 2,000-3,000 adults; he will act as their 'doctor of first contact' and deal with the common diseases of that particular category. He will become experienced only in those cases that he encounters and, because his population at risk is small, he will see few of the less common conditions. In no way can-. suchw speciaid be compared with a specialist as we know him in the NHS. Thus, whereas the British hospital general physician is responsible for the selected medical conditions of some 60,000-70,000 persons, the internist in the USA and the therapist in the USSR care for the common and unselected medical disorders of a population one-thirtieth of this size. The key question ishow much experience of the less common disorders does a specialist need to remain efficient ?
What is necessary, and urgently so, is a clear definition of what we seek from our GP. Do we want him to work in hospitals as well as in the community and if so in what capacity? Should he be a member of a group and if so what type of group ?
Planning: One of the amazing omissions in our NHS has been overall planning of medical services. Three ingredients would seem to be essential for satisfactory planning for the future:
(1) Planning should be on a local basis and include all medical and social services in a single overall plan. (2) All those involved in providing care should be brought into the planning exercise.
(3) Planning should be for the immediate and not the distant future. Five-year plans for ourselves are more likely to be successful than those for our children and grandchildren twenty or thirty years hence.
General Practice in Other Lands I am going to restrict comparisons and contrasts to the USA, USSR, Western Europe and Australasia. In each situation something has to be said of the system of medical care and the principles on which it is organized, and of the place of the doctor of first contact.
USA Time magazine (February 22, 1969) in a highly critical evaluation of American medicine quoted Dr Philip Lee, a past head of the Department of Health, as saying that the trouble with American medical care is that it has no system and that it is organized in a hotch-potch fashion. This is very true.
In a truly American fashion and with a belief in free enterprise, free choice and personal responsibility for provision of health care, there has evolved a series of possible systems that seem to depend on means rather than on needs. There is one system for the 10% very rich who are able to afford one of the best systems of medical care in the world; one for the one-quarter of American citizens who are poor and who must suffer a system of medical care that must be one of the worst in a developed society; and one that is average in quality and expensive in costs for the two-thirds of 'ordinary' citizens who are responsible for organizing their own health insurance cover. These insurance policies usually omit personal and family care outside hospital, and there are also other exclusions such as matemity care and psychiatric illnesses.
Because of the multiplicity of systems there is, in the USA, a multiplicity of GP-equivalents, doctors of first contact, or 'primary physicians' in American terminology.
The system depends on wealth and ability to pay, on place of residence (there is a surfeit of physicians in California and New York, but a serious shortage in the South and Mid-West), on employmentsome unions and employers (Kaiser, New York City, Teamsters, Mineworkers, Auto-workers, &c.) organize their own medical services, and on age and social classification as 'medical indigents'.
The doctor of first contact may be one of the followingan old-type GP, a new-type 'specialoid', internist or pediatrician, a young doctor in the hospital emergency room, a specialist who is not averse to seeing patients directly without referral from other colleagues, one of a medical group, or a 'quack' or chiropractor, who are respected by the public and recognized by the profession.
Special features of American first-contact care are absence of traditional general practice and family medicine. 'Shopping around' is rife and competition for patients is the custom in the more affluent and over-doctored areas. The 'dollar is God' and many of the acts and actions are governed by economic motives. Most GPequivalents have access to hospital beds. Many of these hospitals allow these doctors opportunities for caring for their own patients and allow them to undertake most of the less major surgical operations. These are highly remunerative. Many of the health insurance programmes only cover care and investigations in hospital. This explains why more than 15% of all Americans are admitted to hospital (compared with 10% in the UK) and why many stay such a short time. Most American doctors work alone and in competition. Only 10% work in groups. Long-term and continuing care by personal physicians is becoming increasingly rare.
The problems of American general medical care are manifold. There is no personal overall care or responsibility. The quality is variable, as the costs are high and in many cases almost prohibitive. Patients are grumbling that there is no family doctor, that home visiting has disappeared, that there is over-treatment, overinvestigation, over-hospitalization and overcosting.
Few students seem to consider general practice as a career; almost all want to specialize. Family medicine has recently been recognized as a specialty to ensure its survival, but less than 10% of all doctors belong to the American Academy of Family Medicine (formerly General Practice).
What can we learn from the USA? First, that a planned system of national medical care is essential in modern times. The high costs of care now demand some state subsidization, with inevitable government involvement in health planning and controls.
Second, tat while it is good for OPs to have access to hospital facilities, it is not good for then to have overfull responsibilities and freedom, and even worse for economic incentives to govern hospital care by these doctors.
USSR
The USSR has in fifty years created the world's most planned system of medical care and one with the largest resources of physicians and auxiliaries. From almost nothing it has now twice as many physicians in proportion to population as the United States and the United Kingdom (Fry 1968 (Fry , 1969 .
The system has been developed on accepted socialist economic, philosophical and political lines with the State owning all resources and planning them in a hierarchical fashion. Whatever our prejudices, the system can be seen to work and provide medical care for all the 230 million Soviet citizens.
Levels of care and administration are well demarcated. The level of first contact is carried out by 'uchastok' (neighbourhood) physicians who are base4 on polyclinics. At the next level is the 'rayon' (district) hospital and then the 'oblast' (regional) hospital centre.
At the first-contact level there is no choice of doctor and all those living in a geographical neighbourhood are allocated to a uchastok physician of whom there are two distinct types: the uchastok therapist who cares for 2,000 adults, and the uchastok pediatrician who cares for up to 1,000 children. There is no family physician and the two do not work together. In fact, in urban areas they tend to work from separate polyclinics.
In the same polyclinics at which the uchastok physicians are based there are also specialists, who provide the equivalent of outpatient care. These specialists, in urban areas, do not have any hospital responsibilities. When patients are referred to hospital they come under the care of a different set of inpatient physicians.
There is a difference in the organization of care in urban and rural areas. The USSR covers a vast area, three times that of the USA, and one-half of the 230 million population still live in dispersed rural areas. Because of this dispersal it is not possible to provide physicians to man all areas. A system of outposts staffed by 'feldshers' (medical auxiliaries) has been developed; feldshers undergo a 3-year training and work under the supervision of a physician.
A typicl arrangement is as follows: a feldsher post is sited at a collective farm or village with 500-1,000 inhabitants. The physicans are based at arur uchastok polycn hospital on 10-20 miles away. This hospital may have fr0m 25 to 100 beds and is staffed by uchastok and therapists and also by a surgeon and obstetrician. Each uchastok physician will be responsible for sonw 3-6 feldshers' posts. He will visit them regularly and the feldsher has direct access to the physician at all times.
The special characters of the Soviet system are its rigid and rather inflexible orAtion, absence of any family physicians, the special roltcs of feldshers and the close interrelationship between the various levels of care. The nification of the services is impressive and offers-lessons for our own system. At the district level there is one chief medical officer who is responsible for gneral practice, public health and hospital services.
There is free exchange of physicians between the various hospitals and it is not unusual for them to be flown from regional centres to peripheral units to assist in difficult clinical situations. However, we should be warned by the rather uncritical way in which the system is set up, and the difficulties of altering the inflexible attitudes. The wholesale exercise of 'dispenserization', while good in the principle of giving special care to vulnerable groups of individuals with specified conditions, such as heart disease, bronchitis, tuberculosis and other chronic disorders, accepts rather uncriticaly mass screening of 85 million people each year. In the Soviet system it seems as difficult as in our own NHS to try out new ideas and experiments in medical care.
Western Europe
In Scandinavia, the Netherlands and other Western European states, the pattern of medical care is a mixture ofsemi-public sickness insurance schemes which cover the insured for most illnesses but which also involve some payment for services and private practice. Physicians are remunerated by a combination of capitation fees plus fees for service.
General practice still exists and is carried out largely by single-handed practitioners working from their own premises. They remain isolated and compete with one another. They are excluded from hospital practice and access to diagnostic facilities is variable and often inadequate.
There is little to be learnt from Western Europe in terms of new ideas and methods for general practice. The crying need seems to be for them to change rather than for us to follow them.
Australasia
The pattern in Australasia, and in Canada and South Africa, is one which presumably would have evolved in Britain had not the NHS Act been implemented in 1948.
A mixture of national and private health insurance schemes exists alongside private practice. General practice is carried out by very independent-minded 'generalists' who receive fees for their services. Their work extends beyond the British limits and many continue to care for their patients who are admitted to private hospitals and nursing homes. Most practitioners still undertake some surgical and obstetric procedures partly for economic incentives and partly because there are insufficient numbers of specialists available. Although some groups exist in Australia, single-handed practice is still the dominant pattern.
The chief impression of general practice in the socially developed Commonwealth countries is of an old-fashioned and highly competitive type of practice by highly independent and selfsatisfied doctors who are prepared to fight hard to maintain the status quo and prevent any 'socialization' of medical services.
Trends andPointers
As a result of examination of systems in other countries, there are certain guides and pointers to the future.
Because of the increasing complexities and costs of medical services and facilities there must be a nationally planned and organized system of medical care in each country. The pattern and form will depend on local customs and beliefs but state involvement, subsidization and some controls will be inevitable.
Specialization within medicine will grow and develop. A key question to be answered in each system is to what level should specialization be taken? Should the doctor of first contact be a specialoid and restrict his work to certain age or clinical groups, as in the USA and USSR, or should he continue to act as a generalist? Whatever decision is taken it is certain that there will be greater and increasing restrictions on firstcontact specialoids undertaking-specialist activ-ities such as certain surgical, gynecological and obstetric procedures.
The work of general practice must continue relatively unchanged because some physicians must continue to undertake care for the common diseases. What will change is the greater emphasis on earlier diagnosis, preventive care and health education. It is hoped however that such procedures will not be introduced until they are proven beyond reasonable doubt by planned experiments and studies.
The form of general practice seems to be moving towards groups of physicians working together from central and shared premises. There is clear evidence of greater co-operation with and delegation of some work to paramedical nursing and social worker colleagues.
Whether he has full responsibility for his own patients in hospital is a matter for local resolution, but it seems likely that future generations of general practitioners will work for some of their time in hospitals in one way or anothereither caring for their own patients or as responsible members of specialist units.
Competition with personal services of public health departments is unrealistic. when maximal utilization of available services is being attempted. Complete integration of community personal health services is essential in some form.
In the same vein operational data must be continually available to ensure that resources are being well used, but there are unavoidable professional difficulties here of working out a suitable and reasonable compromise between professional freedom and independence, quality and other controls by the state or other body and the acceptance of changes in work habits that may be required for the sake of efficiency.
